This qualitative study examined hospital nurses' methods in handling meal and nutrition care during inpatient time, with an underlying focus on undernourished older adult. Observations and interviews were used to document nurses' methods through the span of a transition (defined by an entry, passage, and exit). The study finds inconsistencies in care methods due to institutional processes restricting both mealtime care and nutritional logging of information throughout hospitalization. It is concluded that the consequences of these inconsistencies must be recognized and that new approaches to meals and nutritional care should be introduced in order to provide greater flexibility. Based on the assumption that mobilizing patient resources is pivotal for meal and nutritional care, it is argued that it may be important to mobilize patient resources during mealtime and in nutritional logging of information in order to increase the visibility of meal and nutritional care in patient transitions within the institution and across settings. Both nurses' methods and institutions developmental initiatives regarding meal and nutritional care need to accommodate the differences between what in this paper is defined as social-bodily care and textbased care. This could be met through care methods that take place with, more than for the patient.
| INTRODUC TI ON
According to Goffman (1961, p. 4) 'every institution captures something of the time and interest of its members and provides something of a world for them'. This study provides insight into the world of a geriatric department in a hospital. Following Goffman, a hospital setting can be defined as a 'total institution', a social hybrid that is part residential community and part formal organization, and creates a world for patients and a world for staff (1961) . A trimming or programming process occurs when the patient enters the 'administrative machinery of the establishment to be worked on smoothly by routine operations ' (p. 16) . These are smooth routine operations undertaken by staff working in a chain of informative receipts that have to be recorded (Goffman, 1961) . In this study, these operations are examined in relation to undernutrition and the nurse's methods in handling an inpatients meal and nutrition career.
Within the Danish health care system, people in several roles are responsible for patient nutrition. The Danish institutions' guidelines for nutrition (Danish Veterinary and Food Administration, 2015) state that responsibility is shared by doctors, care staff, clinical dieticians, kitchen managers, and kitchen assistants. The dietician is responsible for the individual nutritional treatment, but it is the care staff (nurses) who are: …responsible for offering patients food and drinks in accordance with their preferences. Nurses are also responsible for ensuring an adequate intake of food and drinks on a daily basis. This task is monitored through daily observation and logging of patients' nutritional intake, changes in weight and nutritional risk. (Danish Veterinary and Food Administration, 2015, p. 97; authors' translation) The care staff-both trained nurses and nursing assistants, hereafter referred to as 'nurses'-have responsibility for nutritional care of undernourished older adults. A Danish report stated that almost 50% of inpatients are undernourished or at risk of undernutrition on admission (Danish Diet & Nutrition Association, 2014) , which is in line with international norms. Among other evidence, a review by Tassone et al. (2015) found that 20%-50% of older hospitalized adults were undernourished. Undernutrition often worsens during hospitalization (Jeffries, Johnson, & Griffiths, 2010) . The effects of undernutrition are multiple and in older hospitalized adults can include lengthening of hospital stays, slower rehabilitation, greater morbidity and mortality, and increased readmission rates (Chapman, 2012; Jeffries et al., 2010; Nieuwenhuizen, Weenen, Rigby, & Hetherington, 2009 ). All of these factors reduce the functional status, well-being, and quality of life of older adults (Nieuwenhuizen et al., 2009 ).
When describing the total institution, Goffman refers to 'the moral career of the mental patient ' (p. 125) ; the term 'moral career' refers to the structure of the inpatient's stay in a health care institution, and how the institutional structure entails regular sequences of changes that affects a personal experience of inpatient time (p. 127-128) . This paper was inspired by the term 'moral career' and focuses on the structure and regular sequences of changes entailed in handling an inpatients' meal and nutrition career. Thus, it focusses on how nurses' methods in handling the undernourished older inpatients meal and nutritional career become defined by the procedures within the total institution and moreover affect the outcomes of meal and nutritional care transition. Goffman (1961) defined three phases of the hospital patient's moral career: the prepatient phase, the inpatient phase, and the ex-patient phase.
These three phases are consistent with the transition process, in which the phases are defined by an entry, a passage, and an exit (Chick & Meleis, 1986) . In transition theory, these phases are considered a process, with a sense of flow and movement (Schumacker, Jones, & Meleis, 1999) . Hence, in our analysis, we recognize three phases for the hospital patient's 'meal and nutritional career': the entry phase, the inpatient phase, and the exit phase of meal and nutrition care.
According to transition theory, the mobilization of patient resources, defined as 'enhancement of both personal and environmental resources appropriate to the individual needs' (Chick & Meleis, 1986, p. 138) , is pivotal to nursing practice. In our case, this is articulated in terms of nurses enhancing a mobilizing of patient resources by encouraging them to be actively involved in their own meal and nutrition care.
The focus on the processes of transition and patient phases is supported by a Danish study that concludes that undernutrition among older hospitalized adults is a problem that needs to be addressed before, during, and after hospitalization (Holst & Rasmussen, 2013) . Moreover, owing to the encompassing consequences of being an undernourished older adult, it seems highly relevant to address issues in a patients' meal and nutrition 'career' in this framing due to the phases being defining for the transition and hence the nutritional career that occur within total institutions. This study of nurses' methods in meal and nutritional care is informed by Goffman's notion of the moral career in a total institution and by transition theory. This led to the hypothesis that negative nutritional outcomes such as undernutrition among older adults continuously create problems related to healthy meal and nutritional care transitions.
1 Nurses' methods in meal and nutritional care were analyzed from the perspective of institutional trimming procedures, constituting constant movements in and between people-work and object-work, which is defined by Goffman as the attention given to people (such as giving food) having to be recorded, by which people become objects to work upon (Goffman, 1961) and not with.
The paper is inspired by ethnomethodology, which not only originates from the idea of explicating the constitution of social facts but also explains social facts (Garfinkel, 1967) . Drawing on ethnomethodology allows for a study of the ordinary, taken-for-granted competences and thus an elaboration of why meal and nutritional care procedures are special (ten Have, 2011) . By observing nurse's methods in procedural terms, an inquiry into meal and nutritional care come to focus on how members (nurses) make sense of and create order in the ordinary professional practices (Garfinkel, 1967; ten Have, 2011) .
This inquiry takes its starting point in nurses' accounts of sensemaking procedures in relation to meal and nutritional care, of how the accomplishments occur within the hospital, how they are referred to, and the dependence on the context in which meal and nutrition care take place (Tilley, 1980) . Deriving from this, a perspective of institutional trimming procedures applying to people-work and object-work (Goffman, 1961) is used in explicating the constitution of and challenges in meal and nutritional care. In this paper, we use the terms social-bodily care and text-based care 2 to explicate nurses' constitution of and challenges in handling the inpatients' meal and nutritional career.
1
Creating healthy meal and nutritional care transitions is in study defined by methods that support patients ongoing changes in nutritional status-both within the hospital and following into other health care settings.
2 The term 'social-bodily care' is defined as engaging in dialogue with the patient, supporting the patient, observing the patient, and judging the patient's status based on clinical knowledge and personal experience. The term 'text-based care' refers to the administrative practices of assessing and producing knowledge through technological and systembased work such as care plans, nutritional documentation, and medical charts.
| ME THODS
This study took place in two geriatric wards of a hospital in the suburbs of Copenhagen, Denmark. The study employed a mix of qualitative techniques, chosen in order to gain insight into nurses' actual methods and experience of handling patients' meal and nutritional career.
| Observations and interviews
As a first step, patient meal times were observed in order to describe and analyze nurses' actions and approaches with respect to patients' meal and nutritional care. Nurses were observed as they went about their everyday activities of patient meal and nutritional care in accordance with ethnomethodology (Garfinkel, 1967; Nicolini, 2013) . The second step was shadowing nurses during the admission process in order to observe patterns of action and interaction in the hospital context (Czarniawska, 2014) . The researcher followed trained admission nurses for the two geriatric wards as they carried out the admission interview, screening (including for nutritional risk), and developed care
plans. The observations were intended to capture the activities, people, and physical aspects of the workplace (Spradley & Baker, 1980) by observing the methods of the nurses involved and the routines related to meal and nutritional care tasks, which included breakfast, lunch, dinner, staff meetings, and admission.
The observations were followed by a third step-conducting interviews. The conduct of interviews was guided by Spradley's approach to ethnographic interviewing; 'descriptive questions'
were asked, because this is regarded as an especially useful technique for starting a conversation and keeping the informant talking (Spradley, 1979) . The technique became a focus in the interviews and was informed by ethnomethodology's aim of understanding how nurses make sense of and account for their actions during patient meal time and provision of nutritional care (Garfinkel, 1967; ten Have, 2011) . In ethnomethodological terminology, nurses' accounts of the meal-and nutrition-related activities are 'talk', which is a tool for capturing procedural aspects of meal and nutrition practices (ten Have, 2011 ). An interview guide covering the nurse's meal and nutritional care actions from admission to discharge was used to encourage interviewees to describe their meal and nutritional care practices in a processual manner that followed the institutional procedures and span of a transition. Thus, data collection was not a linear process, following a chronology of meal and nutritional care. The objective was to identify problems with the structures and routines relating to meal and nutritional care during inpatient stays, focusing on sense-making activities (Garfinkel, 1967; ten Have, 2011) , and on unfolding accounts of these activities as they occurred in the processes and development of meal and nutritional care. The phases do not present a linear understanding of inpatient time.
They are overlapping and coherent phases that are fundamental for inpatients meal and nutritional career.
| Sampling and data collection
Observations were made on 3 days/week over a period of 9 weeks (August 2013 to December 2013). Thirty-six meal observations and 8 days of admission interview observations were made.
Initially, the observer watched, listened, and waited, to allow the target to accept the observer's presence; the aim was to increase the observer's knowledge about the practices being observed.
With the unobtrusive starting point, questions and informal conversation became less problematic (Lofland, Snow, Anderson, & Lofland, 2005) and there was a natural shift from passive (nonparticipating) to active (dialogical) observations. The observations informed the planning and conduct of the interviews that followed.
Jotting down notes shortly after the observation period allowed for creation of elaborate and reflective descriptions that captured scenes, people and practical and social actions and dialogue (Emerson, Fretz, & Shaw, 2011) . Ten semistructured interviews (Kvale & Brinkmann, 2015) with nurses and nurse assistants were conducted. The interviews took place in November to December 2013 and October to December 2014. The participants were recruited from the wards in which observations were made and none of the nurses declined to be interviewed. All interviews were transcribed and analyzed using the themes from the interview guide.
The guide was based on processes related to meal and nutrition from admission to discharge (admission, identification of undernutrition and action, mealtime, discharge, rehospitalization). The quotations given in this paper have been translated from Danish into English by the author. During the data collection period, no changes of relevance to the outcome of the study took place in either of the two wards observed.
| Ethical aspects
Permission to carry out observations was obtained from the ward managers, who informed staff of the intended research. Following this process, the author visited the hospital to inform the staff about the project and the researchers' presence and left information posters in the tea room. The focus of the observations was nursing practice (both at meals and admission interviews) rather than the health status of the patients; because patients were not directly involved, only their verbal consent to the researchers' presence was sought.
Permission to observe the nurse during admission interviews was 
| Analysis
By focusing on the processual nature of nurses' methods in meal and nutritional care (Garfinkel, 1967; ten Have, 2011) , an ethnomethodologically inspired approach allows facts to be treated as accomplishments that are being produced and established in and through members' (nurses) practical and sense-making activities (ten Have, 2011). The theoretical definition of transitions in terms of entry, passage, and exit (Chick & Meleis, 1986 ) and its consistency with Goffman's (1961) notion of 'the moral career of the mental patient'
were used to guide the analysis of the processes that nurses (as members) used to handle the social-bodily and text-based work of meal and nutritional care. This merger was chosen to extend the analysis of the handling of patients' meal and nutritional career, to include a perspective that displays a prepatient identity (Goffman, 1961) as well as the time spent in hospital. The processual nature of nurses' methods of meal and nutritional care was framed in terms of three overlapping phases: (1) entry, (2) inpatient stay, and (3) exit that all explicate the practice problem between social-bodily care
and text-based care.
In each of the three phases, an inductive thematic analysis (Braun & Clarke, 2006) was used, to familiarize the authors with the detailed and complex data relating to each phase in order to create a coherent and interesting account. This process was combined with ethnomethodologically inspired analysis, focusing on the procedures making up nurses' situated practice (Garfinkel, 1967) within the frame of the hospital. Thus, identification of the overall causes, conditions, or effects of meal and nutritional care
was not part of the analytical starting point (Garfinkel, 1967) . The focus was instead on the accounts of the procedural nature of meal and nutritional care. The accounts are in an ethnomethodological frame of reference of the methods and understandings that nurses use to create and sustain organized (meal and nutritional care) actions (Nicolini, 2013) . Hence, the coding did not focus on including and then analyzing the short in-between encounters between nurses and patients, but the overall structure in the three phases:
the entry phase of meal and nutrition care, the inpatient phase of meal and nutrition care, and the exit phase of meal and nutrition care-all with the aim of accentuating the social-bodily and textbased challenges.
| FINDING S
To clarify the issues with the processual character of the methods nurses used to deliver meal and nutritional care, descriptions of administrative processes, meal care practices and judgments and observations nurses made in the course of care of the underweight inpatients were constructed. The following sections outline how the findings can be related to the notions of 'moral career' (Goffman, 1961) and transition (Chick & Meleis, 1986) and are intended to explicate the contrasts between social-bodily care and text-based care throughout the inpatient phases.
| The entry phase of meal and nutritional care
The nurses reported that they receive many frail, underweight Here, the nurse is explaining that the admission report is missing important information and so it is actually a barrier to delivering good inpatient meal and nutrition care. The admission nurse lacks knowledge about actions in the patients' previous health care setting and, therefore, there is a lack of knowledge about the prepatient meal and nutritional career. This is a problem because it complicates and prolongs the initiation of remedial nutritional care. Because the admission interview takes place within 48 hr of admission (if regulations are followed), many problems related to lack of knowledge are solved at an early stage. A great deal of nutritional knowledge is collected during the admission interview. In this process, nutritional risk screening and discussion about a patients' condition are used to identify nutritional issues and risk factors such as weight loss, low food intake, poor appetite, and physical problems affecting ability to eat, as well as food preferences. This enables nurses to handle the inpatient meal and nutritional career.
In the process of identifying risk factors, nurses apply methods, such as observing meal and nutritional care, which requires professional judgment. As Nurse 6 explained, they often use their 'clinical eye' to assess nutritional status and intake, observing patients' appearance for indications of undernutrition such as loose skin or clothes that are too big and observing whether and how patients eat their meals. This is also how they are able to judge mobilization of patient resources.
The admission process results in 5-6 care plans, usually including one for nutrition. However, the outcome of the nutritional care plan is a standard document containing a large amount of information in a standard format (tick boxes). The information is divided into categories: 'It is a square, right? Help to eat and help to drink. It is this 1-2-3-4 category' (Nurse 7).
The care plan only provides nurses with a cursory overview of the patient's condition, which often does not even include weight, BMI, or more complex information that could help them handle the inpatient's meal and nutritional career. The detailed nutritional information stays with the admission nurse. To gain access to the more detailed nutritional information collected during the admission interview, nurses must find time to study the computer-based systems:
The aggravating part is that the admission nurse never sees the patient again. She receives the patient, As Nurse 7 explained, logging information is something that occupies their thoughts, despite it requiring an extensive amount of time spent in front of the computer (and thus not in front of the patient).
Nurses consistently consider documenting nutritional care a significant part of their everyday practice. But it is a task that they said they often forget and find hard to manage alongside all their other daily activities, as also could be observed in relation to mealtime activities:
The time allocated for meals is almost over and the nurses start going round picking up patients' trays.
The trays have to be returned to a cleaning rack within an allocated time. I quietly follow a nurse.
'Have you finished eating?' she asks her patient. Following the nurse's explanation, an involvement of patients in the text-based part of care has two potential benefits: First, selflogging of information has the potential to make patients more aware of, and more responsible for their food intake; second, it can be used as a reminder for the nurses that logging of meal and nutrition needs to be handled. This, moreover, possesses the potential to develop an improved exit phase and the path toward becoming an ex-patient.
| The exit phase of meal and nutritional care
When patients are discharged, an interview usually takes place. This involves a nurse filling out a standard discharge letter and updating care plans in the patient's medical charts:
There are different sections in the discharge care plan; you have to assess functional abilities and there is also nutrition (…) there is no limit on the amount of information you can include. And I think that the more we write, the more detailed the care plan is, including in relation to nutrition, the more useful it is in the mu- A large amount of knowledge exists based on the social-bodily encounters between patients and nurses which is documented following a text-based care frame. At discharge, there is an option to add information about the patient's nutritional status and needs in the computerbased system. There may be different approaches to the text-based care surrounding discharge. The first nurse quoted above spoke about the importance of transferring detailed knowledge, whereas the second nurse explained that often the information passed on is brief or incomplete. This seems to be a result of both the inconsistencies in care during the patients' hospital stay and the obligation to follow a schematized care plan.
The exit phase primarily involves text-based care. A discharge conference can be arranged if a patient has a problem that requires special attention, but according to the nurses consulted for this study such conferences are rare due to time constraints.
| D ISCUSS I ON
Within the phases of inpatient time-the entry phase of meal and nutrition care, the inpatient phase of meal and nutrition care, and the exit phase of meal and nutrition care-actions take place from primary health care to the hospital and within the frame of the hospital that have the potential to successfully handle the nutritional career of an underweight older adult. The methods nurses use in handling an inpatients meal and nutritional career are constant movements in and between administrative processes, meal care practices, and observing-between text-based care and social-bodily care. This discussion focuses on the discrepancies between social-bodily care and text-based care, the inconsistency in care, and the consequences that flow from these shortcomings. (Mykhalovskiy & McCoy, 2002) .
| The entry phase
The transfer of knowledge through the admission report means that there is the potential for immediate action in relation to nutritional care, for example processing of information about the patient's meal preferences and nutritional status. But due to a lack of knowledge registered within the system from the primary health care site, hospital nurses are rarely able to build their assessment on existing knowledge, so the admission nurse's assessment of knowledge starts at the beginning.
The nurses experience a lack of knowledge, which was also found in a study by Holst and Rasmussen (2013) , who identified an insufficient lack of logging knowledge about meal and nutrition care.
However, nurses recognize the importance of logging information and actions, which can also be supported by a study by Andersson
Willman, Sjöström-Strand & Borglin (2015) that found that nurses regard the logging of information as an aspect of patient care. Charalambous and Goldberg (2016) argued that there are gaps in documentation and that improvements to nursing documentation and the electronic systems used to log information are needed in order to streamline the recording process and reduce the amount of documentation required to support the delivery of care.
During the admission interview and development of care plans, additional knowledge is generated within the hospital. A text-based frame is used in admission interviews to record knowledge. But the detailed information about meals and nutrition collected is being translated into brief summary statements in the resulting care plan, and this poses a challenge in handling cases of undernutrition.
When information is not logged or the frame for text-based information restricts what can be recorded, text-based care can no longer be considered a carrier of knowledge. Gaps and inconsistencies in text-based care instead become a barrier to delivery of care (Charalambous & Goldberg, 2016) .
Text-based care is what Goffman (1961) defined as 'objectwork' resulting in the technique rather than the practitioner (nurse) being the producer of change (Polkinghorne, 2004) . Thus, if text-based care becomes the technique, then what comes to define the outcomes of nurses' knowledge (Campbell, 1988 ) is an administrative 'trimming' of institutional procedures (Goffman, 1961 ). Text-based care then risks becoming a method that works as a barrier for knowledge about undernutrition-a barrier that neglects nurses as the producers of change by observations and judgements made in nurses' social-bodily care becoming tacit. This barrier can also be referred to as 'silo-communication,' which is a transition theoretical term highlighting the fact that when nurses care actions stay tacit, knowledge on meal and nutritional care remains in the hospital (Coleman, 2003; Coleman & Berenson, 2004) . When text-based care knowledge is often inaccessible, nurses rely on their 'clinical eye' to assess patients to observe pa- 
| The inpatient phase
During inpatient time, the gap between social-bodily care and textbased care in relation to meals and nutrition increases. The socialbodily mode of care predominates with meals and eating being the primary task. With nurses' methods in the meal situation being preparing orders and serving trays for patients, it lacks a focus on including and activating patients in the meal situation. This results in two things: the delivery of meal and nutritional care becomes almost an administrative process in which the focus is on delivering meals efficiently and it keeps nurses from mobilizing patient resources during meal care.
A Danish study showed that actively involving older patients in their own nutritional care was beneficial. There were increases in energy and protein intake when patients were more involved in their own nutritional care (Pedersen, 2005) , showing the importance of mobilizing patient resources for meal and nutritional care.
At present, meal and nutritional care follows what Harnett and Jönson (2017, p. 839) defined as a 'dominant institutional mealtime script', in which nurses follow an institutional rhythm. The institutional mealtime script followed in the wards observed for this study seems to present problems for the nurses with respect to time and use of appropriate methods in meal and nutritional care.
In the wards observed for this study, meal and nutritional care was efficient and structured, but little effort was made to mobilize patient resources by, for example, simple acts such as encouraging patients to pick up their own meals or to return their own tray to the trolley once they had finished eating. Patients are generally served their meals by nurses and eat them in bed or in a chair next to their bed, which means that the activities surrounding mealtimes and the mealtime environment may not be sufficiently stimulating to encourage adequate nutrient intake in undernourished older adults. Xia and McCutcheon (2006) made similar observations and concluded that improvements in the eating environment, assistance, meal size, and documentation are needed.
The failure to mobilize patient resources resulted in low levels of patient activity, which is consistent with studies documenting the high proportion of time that inpatients spend in bed (Golubic et al., 2014; Pedersen et al., 2013) . Because older patients experience reduced mobility and activity level during hospitalization (Olivera, Fogaca, & Leandro-Merchi, 2009) , it is important to implement meal and nutritional care methods that enable patients to be more active during mealtimes.
Patients might benefit from an approach to mealtime care that emphasizes their resources rather than their frailty. Kuokkanen and Leino-Kilpi (2000) also argued that efforts to improve patients' abilities should start from the notion of empowerment and focus on growth, development, and solutions, rather than on problems. This argument aligns with a study by Kneafsey, Clifford, and Greenfield (2013) which concluded that nurses' focus is on preventing problems rather than on rehabilitation, which is the key to patients' successful return to their own home. Constructing a mealtime script or routine that focuses on mobilizing patient resources-getting patients out of bed, preparing their own tray, picking up their own meal and eating outside the ward, encouraging them to be active and to see and smell the food so that their appetite is stimulated-would be beneficial.
Some of the gaps and inconsistencies in meal and nutritional care may be addressed by mobilizing patient resources in both textbased and social-bodily care and by enhancing both nurses and patients' awareness of the patient's nutritional status, intake, and level of resources. They might also be addressed by increasing patients' involvement in their own meal and nutrition care and moving from taking meals to patients and logging information about patients to bringing patients to meals to logging information with patients so that they become actors, rather than-as is currently the case-the objects of action (Diamond, 1992) . In a transition theoretical thinking, this could increase a notion of flow and movement in meal and nutritional care during inpatient time (Meleis, Sawyer, Im, Hilfinger Messias, & Schumacker, 2000; Schumacker et al., 1999) , that aims to empower patients to make a successful return to their own home.
| The exit phase
What becomes evident is that the lack of knowledge that occurs from the entry phase and throughout the inpatient phase follows the patient and creates inconsistencies and shortcomings when discharging patients. The text-based frame dominates the discharge process, making social-bodily care less visible, and gaps in the logging of information result in creation of a discharge plan that does not provide adequate information about meal and nutritional care. Holst and Rasmussen (2013) also found that patients were discharged without an adequate nutrition plan, while Charalambous and Goldberg (2016) argued that nurses need to take greater control of the development of documentation. The insufficiency that challenges text-based care is nurses logging of information in a text-based frame that encourages a logging of cursory statements and thus a frame that allows for a minimum of knowledge to be shared.
| Modes of care
The methods used to handle a patient's meal and nutritional career in hospital involve nurses moving in and between modes of care-the social-bodily care based on personal and practical experience and judgment, and the text-based care based on administrative operations. Switching between social-bodily care and text-based care is inevitable in health care work. Nurses cannot choose to provide one form of care rather than the other. The two types of care are intertwined in routine care. This has created a shift in meal and nutritional care, which has particularly affected social-bodily mode of care that relies on tacit and contextual knowledge (Star & Strauss, 1999) . One of the main findings of this study is that text-based care can be a carrier of knowledge or a barrier to doing so, depending on whether nurses have the techniques, resources (and motivation) to make their work visible and traceable across settings (Star & Strauss, 1999) , and how they handle institutional trimming, which allows social-bodily routines to fall outside a dominant institutional structure and be invisible in text-based care. Star and Strauss (1999) argued that nurses struggle to construct an arena in which their work and voice are heard and made visible in text-based arenas that tend to neglect the informal care practices. Moreover, the frame for text-based care presents a visibility of structure and efficiency, or an institutional trimming (Goffman, 1961) , that seems to shape the social-bodily care methods in meal and nutritional care into an identical frame.
Mealtime care seems to be dominated by a structured and systematized ordering and delivery of meals, comparable to the structured frame for text-based care, because of the fixed time period and the focus on the food trolley.
The shift in meal and nutritional care from methods based on personal, practical experience, judgment and knowledge to more text-based, administrative methods is an issue also addressed by Ullrich, McCutcheon, and Parker (2014) and conveys mixed messages in relation to text-based care and social-bodily care. This was also observed in this study. These mixed messages are reflected in the gaps in care and the inconsistencies between social-bodily care and text-based care, which create a lack of visibility and thus pose a challenge to the delivery of good meal and nutritional care.
| Limitations and strengths of the study
The hospital in which this study was undertaken employed admission nurses solely to carry out admission interviews, with the aim of relieving the pressure on ward nurses. This is considered a strength of the meal and nutritional care in the wards. However, given that other hospitals do not follow the same practice, it may reduce the transferability of the study. A study involving a hospital where more nurses are involved in the admission process might generate different findings. The lack of a specific mealtime environment is not considered a limitation of the study, as other studies have also documented high proportions of bedtime among inpatients (Golubic et al., 2014; Pedersen et al., 2013) .
That the researcher was not a member of the nursing staff, the nurses had no prior knowledge about the researcher and the researcher no prior knowledge about the institutional setting may be considered strengths of the study. The findings that nurses lack knowledge about, for example, patient nutritional status might have been different if ward nurses were involved in the admission process, but studies of undernutrition show that this lack of knowledge is an international problem. Hence, the findings of this study are considered transferable.
| CON CLUS ION
To date, there seems to have been no discussion of the fact that the inpatient's meal and nutritional career have to be handled through a combination of social-bodily care and text-based care and that these two modes of care interact in both positive and negative ways.
Hospitals need to find a way to address the inconsistencies in care in the case of meal and nutritional care.
Inconsistencies between social-bodily care and text-based care must be taken into account in policy development, managerial initiatives, and the methods nurses use to deliver meal and nutritional care. Advantage should be taken of the complex relationship between the two modes of care in order to create approaches that accommodate the differences in care, and not just following the trimming procedures of the institution.
It is important to recognize that organizational trimming of the methods nurses use to care for patients during entry to hospital, throughout a hospital stay, and on to exit (discharge), has consequences for inpatients' meal and nutritional career. The multiplicity of methods required in meal and nutritional care calls for changes that create a visibility of both the social-bodily mode of care and the text-based care and place the tacit and contextual knowledge in social-bodily care as part of text-based care. In relation to meal and nutritional care, there is a need to increase the elaborate judgement based knowledge within the schematized frame of text-based care.
This paper argues that an increased focus on mobilizing patient resources would be beneficial and create methods in which meal and nutritional care take place with the patients rather than for the patient. This may require a different and more flexible institutional system and mealtime script in which mealtime structures are less rigid and result in less schematized methods. Also, it would require a less structured text-based frame that allows patient resources to be mobilized, to be involved in the documentation of care and logging of information. This could increase patients' involvement in their own nutritional care and increase their knowledge of their nutritional status as well as allowing nurses to develop elaborate, structured knowledge that could be transferred between settings and potentially empower patients and promote successful meal and nutritional care transitions.
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